Clinical Sectiont 45 areas of broncho-pneumiionia in places, and in these small groups of illicrococci are present. There is considerable emphysema.
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Kidney.-The renal epithelium is extensively disintegrated and desquanmated. It is imiipossible to decide how far this may be due to post-mllortemii change. The tubules are separated by a more or less homogeneous substance not having the characters of connective tissue. The capsules of the Malpighian bodies are not thickened. A few smnall cysts are present in places. In several parts there are scattered haemorrhages; these are mostly small, but one is of considerable extent. The change in the kidnev appears to be essentially similar to that in the liver.
The lesions are evidently due to some poison which gives rise to degenerative changes in the tissues of the parts involved, associated with soine hemorrhage and oedema. The reaction of the tissues to these changes appears to be slight and of the nature of phagocytosis and slight formation of connective tissue. There is no evidence to indicate the origin or nature of the poison.
ARCHIBALD TiHEj patient, a male aged 18, became the subject of very severe infantile paralysis of the right leg sixteen years ago, and was put into a walking apparatus about fifteen years ago. For eleven years he had not the least power in the quadriceps to extend the knee, but during the past four vears he has very gradually recovered power of extension of the knee, and at the present timie has quite a fairly developed quadriceps miiuscle. The onset is said to have followed a fit, but there is no wasting or atrophy of the right forearm or hand pointing to hemiplegia. The patient, when adilltted into the London Hospital in 1902, could not extend the knee. He had very severe talipes valgus with atrophy of the extensors and flexors of the ankle and of the quadriceps muscle, and contraction in the peronei. He could only miiove the toes very feebly. He walked on the internal malleolus and dragged the leg. The peroneus brevis was transplanted into the tibialis posticus in 1902, with marked improvement of the valgus. He has worn instruimients all his life; at first the instruments extended to the pelvis, but of late 7ears he has been able to discontinue their use above the knee. He had no power of flexion or extension of the ankle in 1902. This power has been returning very slowly, and has gradually increased during the past two or three years only. At the present time there is slight power in the extensor longus digitorum, extensor proprius hallucis, and the soleus iuuscles. There is marked wasting below the knee, especially of the tibialis anticus mluscle.
The foot is i in. shorter than the left and is smaller. Right leg neasures 31 in., left leg, 33-in.; right calf at thickest part, 7. in., left calf, 12' in.; right thigh, 3 in. above patella, 12 in., left, 154 in.; right thigh, 6 in. above patella, 15 in., left, 171 in. Knee-jerks present the right is a little less marked than the left. The patient can now stand on the right leg alone without his instrument for a few seconds, but the foot is very slightly everted. He can walk about all day with his instruments on. It would appear that the voluntary power of the peroneus brevis has been transferred to the tibialis posticus.
The case is remarkable on account of the comiiplete recovery in the quadriceps muscle, and also because of the long interval before there was any sign of returning power. The reason for the extraordinary recrudescence of power in this patient's quadriceps is an interesting subject for discussion. It is suggested that it was due to the early application and continued use of instrumental support. For the recovery of power in many of the paralyzed muscles of the lower limbs in cases of extreme infantile paralysis, it is imperative to set the patient erect upon his feet as early as possible. The frequent attempts to walk made by the patient constitute the safest and best stimulus which can be sent to the muscles, and induce, or may ultimately induce, contraction in these weakened and paralytic muscles, and so bring about restoration of function and increased growth.
DISCUSSION.
The PRESIDENT thought that much could be said in favour of the view expressed by Mr. Openshaw as to the nmode of recovery in such cases, and felt that no limit could be put on the power of repair. Sometimes pathological investigations in this matter were apt to lead to pessimism, but if only some degree of movement could be induced in a limb it was surprising how much good could be done. It was very necessary that the apparatus employed in such cases should be as light as possible.
Mr. OPENSHAW added that in order to facilitate recovery of muscular power it was necessary to put the patient into the erect position, when the ordinary efforts to walk would serve as the natural stimulus to the muscles. Until this was done the weak muscles of the limb had not the opportunity of exerting themselves in the proper way so as to facilitate recovery. The late Dr. Sutton, whose house physician he was, always taught that in the spinal cord there were many fibres which were in a foetal undeveloped state, and Mr. Openshaw thought it possible that many such fib,res might develop to take the place of those destroyed by the acute inflammation.
Ascites due to Heart Disease cured by the Talma-Morison Operation.
By P. L. GIUSEPPI, B.S.
(For H. S. PENDLEBURY, B. C.) THE patient, a girl aged 13, was admitted into the Royal Waterloo Hospital on October 9, 1907, for double mitral disease. During the latter half of 1907 she developed well-marked chorea. The area of cardiac dullness was increased 1 in. to the right of the sternum, and the apex beat was in the anterior axillary line in the sixth space. There were presystolic and systolic murmurs at the apex. Marked ascites was present up to the time of the operation, and the liver was easily palpable 3 in. below the umbilicus.
Various drugs were tried, including digitalis, strophanthus, potassium iodide, ammonium chloride, thioscine sodium acetate, iodipin, and various diuretics and purgatives; but in spite of all treatnment the ascites remained unchanged.
The effect of tapping was next tried. On February 6, 1908, 2 pints; on May 29, 8 pints; and on July 3, 2 pints of straw-coloured fluid were removed.
On July 21 Mr. Pendlebury opened the abdomen in the right semilunar line. The right lobe of the liver was found to be deeply congested and very hard. The lower edge could not be reached. The surface of the right lobe of the liver and the parietal peritoneum were firmly scrubbed with a mop of gauze, and a thin layer of gauze spread out between the liver and the parietes and one end brought out of the wound at its lower angle. The upper part of the wound was then sutured with silkworm gut. The gauze was removed after a week and the lower extremity of the wound sutured. There were no signs of tuberculous peritonitis at the operation.
Since the operation no further accumulation has occurred in the
